In accordance with the definition of health by the World Health Organization, outcome measures beyond mere syndromic recovery, such as quality of life ratings, would aid psychiatric practice and research. This is the first study of psychiatric diagnosis and illness stage specific profiles of subjective quality of life (SQOL) impairment.
A ccording to the WHO, health is a state of complete physical, mental, and social well-being, and not merely the absence of disease or infirmity. 1 Only partially in keeping with this definition, psychiatric interventions have focused mostly on treatment of symptoms. Expanding the outcome measures in psychiatry, for example by using SQOL, is thus warranted. In accordance with the definition of health by the WHO, SQOL covers physical, emotional, mental, social, and behavioural components of well-being and function as perceived by each individual. 2 Previous studies found lower SQOL in psychiatric patients relative to the general population, 3 and negative association between symptom severity and SQOL, 4, 5 especially for depressive and anxiety symptoms. 6, 7 Most studies, with some exceptions, 8 however, reported no association between clinical improvement and improvement in SQOL, [9] [10] [11] [12] although health care interventions, changes in global life, leisure activities, living situation, and social relations were shown to improve SQOL. 5, 13, 14 The few studies comparing the subjective evaluation of the QOL as assessed by patients and their care providers, showed incongruencies of reports, especially in social relations and occupational aspects. 15, 16 The available literature thus suggests that there may be diagnosis and stage of illness-specific profiles of SQOL impairment, although direct comparisons between studies are difficult owing to methodological differences in types of scales and patient populations. Factors such as psychosocial variables, 1 2 comorbidities and psychopathology, 1 7 personality-related and situational factors, 18 change of environment and care setting, 19 medication, cognitive, and emotional functioning, 20 social adjustment and support network, 21 age, education, and work status, 22 were shown to influence SQOL. It is thus important to use standardized instruments for QOL assessment and obtain data from well-defined patient populations, to control for potential confounders.
There are numerous studies assessing SQOL in one psychiatric diagnosis, with fewer studies providing head-to-head comparison of QOL between more than one disorder. To our knowledge, this is the first study assessing and comparing SQOL among 3 major psychiatric diagnostic categories (psychosis, mood, and anxiety disorders) at admission and discharge from hospitalization. To address some of the above-mentioned methodological concerns, we used standardized instruments, and homogeneous groups of patients defined by diagnoses and also the stage of the illness.
We expected to find differences between diagnostic categories in SQOL, an inverse association between severity of the illness and SQOL, and positive association between rate of improvement and changes in SQOL. To assess the validity of SQOL ratings, we compared ratings of severity and change of symptoms as assessed objectively by physicians and subjectively by patients. We hypothesized, that in case of marked discrepancies between patients and physicians in ratings of clinical status, biases in a similar direction might be expected also for other subjective evaluations by patients, such as SQOL.
Method
The study was performed at the Prague Psychiatric Centre, Charles University, Prague, Czech Republic, on a consecutive sample of patients hospitalized at the clinic or attending the day treatment program from February to July 2003. This study was approved by the Research Ethics Board of the Prague Psychiatric Center. All subjects signed informed consent after detailed description of the study. Inclusion criteria were:
· The International Classification of Diseases-10th edition's discharge diagnosis of schizophrenia, schizotypal, and delusional disorders (schizophrenia and other psychotic disorders according to DSM-IV, further patients with psychosis), mood (affective) disorders (mood disorders according to DSM-IV, further patients with mood disorder), and neurotic, stress-related, and somatoform disorders (anxiety, somatoform, and dissociative disorders according to DSM-IV, further patients with anxiety disorder); and, · The ability to understand and fill out the submitted questionnaires (this ability was assessed by the individual submitting the questionnaires and by the primary physician).
SQOL was assessed by the SOS-10 at admission and discharge from the hospital. Severity of the illness was assessed using the CGI scale, separately by the patient and psychiatrist, both during admission and discharge. 
Study Setting
The Prague Psychiatric Centre is a tertiary care facility affiliated with the Third Faculty of Medicine of Charles University and closely cooperating with international organizations such as the WHO, United Nations Educational, Scientific, and Cultural Organization, and others.
The Prague Psychiatric Centre provides differential diagnostic services and medical care, organizes and implements clinical research projects, serves as a teaching base for the Third Faculty of Medicine of Charles University, and provides postgraduate education in psychiatry and psychology. There are 3 inpatient wards. Ward 1 specializes in treatment of a spectrum of affective and anxiety disorders. Ward 2 specializes in treatment of resistant mood disorders, and Ward 3 specializes in differential diagnosis and treatment of severe mood disorders and early psychosis.
Scales
Schwartz Outcome Scale. SOS-10 is a short 10-item scale with a high reliability. This scale measures the effectiveness of mental health treatment across a wide range of mental health services and populations, and across a broad domain of psychological health. It sufficiently records the changes in psychiatric patients. 23 The scale was translated and validated for the use in the Czech Republic. 24 The patient rates each item on a scale from 0 (the statement is not accepted at all) to 6 (maximally accepted statement), as it best applies to him or her. The individual items are:
1. Satisfaction with physical condition;
2. The confidence in own ability to sustain important relationships;
3. Hopeful about the future;
Interest and excitement about things in life;
5. Ability to have fun;
6. Satisfaction with psychological health;
7. Ability to forgive for own failures;
8. Life is progressing according to expectations;
9. Ability to handle conflicts with others; and, 10. Peace of mind.
Clinical Global Impression Scale. CGI is a 3-item scale used to assess treatment response in psychiatric patients. We used the items CGI-01 and CGI-02. To acquire a measure of agreement between psychiatrist and patient, we also asked the patient to score these items. Large discrepancy between patients and psychiatrists would indicate a possible discrepancy also in other subjective reports, such as evaluation of SQOL.
Statistical Analyses
We performed separate ANOVAs for repeated measures with SOS-10 ratings at admission and discharge, and CGI ratings by patients and psychiatrists as repeated measures, and diagnostic category as grouping factor. For ANOVA, it is assumed that the dependent variable is measured on at least an interval scale level. Factorial and also repeated measures ANOVA have thus previously been used in comparing CGI ratings. 25, 26 We also performed separate one-way ANOVAs with SOS-10 ratings at admission and discharge as the dependent variable and diagnostic category as grouping factors. For pairwise post hoc comparisons we used Tukey's HSD Test.
The correlations between change in clinical state and SQOL were estimated using Pearson's correlation coefficient. There were differences between groups in age and number of previous hospitalizations. Both of these variables were associated with SOS-10 scores. Thus, to control for confounding effects of age and number of previous hospitalizations, we used forward stepwise multiple linear regression with SOS-10 scores at admission and discharge as dependent variable and age, number of hospitalizations, and diagnostic status as predictors.
Results
Among 268 hospitalized patients, 192 met the inclusion criteria, with 150 patients finishing the study. The reasons for not finishing this study were: discharge against medical advice, transfer to different unit, refusal to fill out the scales at discharge, incomplete data, nonpsychiatric diagnosis at discharge, and in one case suicide. The groups were well matched by sex and duration of index hospitalization. They differed in age and number of previous hospitalizations (Table 1) .
Subjective Quality of Life at Admission
There were significant differences in overall SOS-10 scores between diagnostic categories at admission (F = 7.3, df = 2,147, P < 0.001). The highest overall scores were found in patients with psychosis and the lowest in patients with mood disorders. In the multiple regression model, SOS-10 remained significantly associated with diagnostic category (b = -0.29, SE b = 0.09, t = 3.33, P = 0.001), even when controlling for age (b = -0.18, SE b = 0.08, t = 2.26, P = 0.03), and number of previous hospitalizations (b = -0.20, SE b = 0.09, t = 2.26, P = 0.03; whole model adjusted R 2 = 0.11, F = 6.87, df = 3,146, P = 0.0002).
Severity of Illness as Rated by Patients and Psychiatrists at Admission
There were no differences between diagnostic categories in severity of illness. Patients evaluated the severity of their 
Subjective Quality of Life at Discharge
There was a significant overall improvement in SQOL ratings between admission and discharge in all diagnostic groups (F = 90.0, df = 1,147, P < 0.001), and significant differences in improvement between diagnoses (F = 5.6, df = 2,147, P = 0.005), with the highest improvement in patients with mood disorders (Tukey's HSD P < 0.001) and lowest, but still significant, improvement in patients with psychosis (Tukey's HSD P = 0.001).
The SOS-10 scores differed significantly between diagnostic categories at discharge (F = 3.0, df = 2,147, P = 0.05). The lowest scores were found in patients with anxiety disorders. Scores in patients with psychosis and depression were comparable. In the multiple regression model, SOS remained significantly associated with diagnostic category (b = -0.18, SE b = 0.09, t = 1.99, P < 0.05). Neither age or number of previous hospitalizations were significantly associated with SOS-10 at discharge.
Global Improvement as Rated by Patients and Psychiatrists at Discharge
Psychiatrists rated patients on average as much improved (CGI-02) at discharge in all diagnostic categories ( Table 2 ). There were significant differences between diagnostic categories in CGI-02 rating, with greatest improvement among patients with depression and lowest among patients with anxiety disorders (F = 3.5, df = 2,147, P = 0.04). There was a trend for significant differences in CGI-02 ratings between psychiatrists and patients (F = 3.5, df = 1,147, P = 0.06). The average ratings by patients were higher (lower improvement) than the evaluations by psychiatrists. There was a trend for differences between psychiatrist and patient CGI-02 ratings across diagnostic categories (F = 2.9, df = 2,147, P = 0.06), with only significant patient, compared with psychiatrist, difference (patients rating their improvement as lower than psychiatrists), found in subjects with anxiety disorders (Tukey's HSD P < 0.01).
Correlation Between the Severity of the Illness and the SQOL
There was a significant correlation between CGI-02 and change of SQOL (the greater the clinical improvement, the greater the SQOL improvement) in patients with mood disorders (r = -0.4, P = 0.005) and a trend for correlation in patients with anxiety disorders (r = -0.2, P = 0.08). There was no association between CGI-02 and SQOL change in patients with psychosis (Table 2 ).
Discussion
In keeping with a priori hypothesis, we found differences between psychiatric diagnoses in SQOL. In particular, the highest SQOL at admission was reported by patients with psychosis. This may reflect reality or modifying effects of illness. The subjective ratings of SQOL in psychotic patients are affected by illness-specific mechanisms, such as emotional withdrawal, affective blunting, poor insight, minimization, 27,28 denial of own situation, adaptation to life circumstances, 27 dissimulation, lower expectations, 6 or inability to assess the SQOL at the acute phase of the illness. 29 To control for these illness-specific factors, we compared the evaluation of the severity of illness by patients and their psychiatrists. We hypothesized, that in case of marked discrepancies between patients and physicians in ratings of clinical status, biases in similar direction might be expected also for other subjective evaluations by patients, such as SQOL. Patients with psychosis rated their illness as significantly less severe relative to ratings by their psychiatrists, and this psychiatrist-patient discrepancy was the largest among studied diagnoses. The underestimation of illness severity, together with the highest SQOL ratings in patients with psychosis relative to other diagnoses, support the hypothesis that SOS-10 rating in patients with acute symptoms of psychosis is biased by illness-specific mechanisms. We can speculate that these may include poor insight, minimization, denial, or other nonnormative strategies that patients with psychosis build for reconstructing a drifting life, for assigning meaning to particular lifestyles that are perceived as protective.
Patients with psychosis showed the lowest SQOL improvement during hospitalization, among studied psychiatric diagnoses. This was not owing to lack of clinical improvement, as CGI-02 indicated significant global improvements in this group. Further, the SQOL of patients with psychosis at discharge was almost identical to SQOL in patients with anxiety or mood disorders. This pattern of results, that is, a very small change in the SQOL during hospitalization and normalization of SQOL to levels found in other diagnostic categories, together with significant improvement in clinical condition, congruent with ratings by psychiatrists, may suggest building of insight and a more realistic subjective rating of SQOL at the end of hospitalization. This is in keeping with other studies 7, 30 and further supported by lack of correlation between the clinical and SQOL change. The stability of the scores may also reflect a distancing attitude in patients that colours their vision of themselves and the world in a less contingent, more stable way.
Patients with mood disorders, mostly unipolar depression, evaluated their SQOL at admission as the lowest in comparison with the other 2 diagnostic categories. This is in keeping with our a priori expectations and with other studies. 6, 7, 27 It is likely that the marked SQOL decrease in these patients is related to depressive symptoms, such as anhedonia, depressed mood, pessimistic outlook, and decreased motivation and energy levels.
During hospitalization both the SQOL and clinical condition of these patients improved the most among studied diagnostic categories. The SQOL in patients with depression seems to be the most responsive to therapeutic interventions, as suggested by significant positive correlation between the clinical improvement and the change of the SQOL during the hospitalization, which was not found in any other diagnostic category. This is congruent with other studies. 8 The SOS-10 scores of patients with anxiety disorders at admission were between the scores of patients with psychosis and mood disorders. The evaluation of the severity of illness by patients with anxiety disorders and their psychiatrists was almost identical at admission. Based on this agreement, we assume that these patients were able to validly evaluate also other subjective variables, such as SQOL.
Interestingly, patients with anxiety disorders showed the largest difference relative to psychiatrists in rating of global improvement at discharge. The patients evaluated their clinical improvement as significantly lower than the ratings given by the psychiatrists. Further, the global improvement ratings, and SQOL ratings at discharge were the lowest in patients with anxiety disorders relative to other studied diagnostic categories. The discrepancy between the evaluation by the patients and psychiatrists and the lowest SQOL could be explained as an adjustment to the discharge. Higher levels of symptoms such as anxiety before discharge in these patients could indicate the doubts and worries about life outside of the psychiatric hospital, or the development of dependence on the therapist or therapeutic environment. Similar to our findings, the aggravation of symptoms before discharge or shortly after discharge was also described in some, 31, 32 but not all studies, 33 in patients with anxiety disorders.
There are several limitations of this study. We combined inpatients and patients attending day treatment program. Situational factors such as different care settings could affect evaluation of SQOL. On the other hand, inpatients have regular afternoon and weekend passes, thus maintaining contact with their home environment. At the same time, patients in the day treatment program spend a significant part of the day, typically 8 to 9 hours in the hospital. The Prague Psychiatric Centre is a tertiary care facility and the generalizability of these findings is thus questionable. Replication in a more general psychiatric setting would thus be warranted. As this was a consecutive sample, there were differences between groups in age and number of previous hospitalizations. We used multiple regression to control for these potential confounders.
Conclusions
The SQOL impairment is diagnosis and illness-stage (acute, compared with remission) dependent. The specific profiles of SQOL include: overestimation of SQOL ratings during acute phase of the illness in patients with psychosis, which normalize with treatment; low SQOL ratings in patients with symptoms of depression, which respond to improvement in clinical state; and worsening of SQOL in patients with anxiety disorder close to discharge. These profiles may aid not only in interpretation of SQOL data but also in planning of diagnosis-specific treatment interventions.
Résumé : La qualité de vie subjective des patients psychiatriques : diagnostic et profils spécifiques des maladies
Objectif : Conformément à la définition de la santé de l'Organisation mondiale de la santé, des mesures des résultats qui iraient au-delà du simple soulagement des symptômes, comme par exemple des cotes de la qualité de vie, seraient utiles à la pratique et à la recherche en psychiatrie. La présente est la première étude portant sur le diagnostic psychiatrique, et les profils spécifiques des stades de la maladie, de la déficience de la qualité de vie subjective (QDVS).
Méthode : Des patients (n = 150) hospitalisés au Centre psychiatrique de Prague ont coté leur QDVS au moyen de l'Echelle de résultats de Schwartz, lors de l'admission à l'hôpital et du congé. La gravité de la maladie et les améliorations cliniques ont été mesurées à l'aide de l'Impression clinique globale.
Résultats : La QDVS la plus élevée et la plus faible à l'admission a été déclarée par les patients souffrant de psychose et de troubles de l'humeur, respectivement (F = 7,3, df = 2,147; P < 0,001). La QDVS s'améliorait significativement durant l'hospitalisation dans toutes les catégories diagnostiques (F = 90,0, df = 1,147; P < 0,001), les plus modestes et les plus grandes améliorations se manifestant chez les patients souffrant de psychose et de troubles de l'humeur, respectivement (F = 5,6, df = 2,147; P = 0,005). Il y avait une tendance aux différences entre les cotes des améliorations cliniques données par les patients, comparativement à celles des psychiatres dans toutes les catégories diagnostiques (F = 2,9, df = 2,147; P = 0,06), mais les différences n'étaient significatives que chez les patients souffrant de troubles anxieux. Ces patients déclaraient aussi la QDVS la plus faible au moment du congé (F = 3,0, df = 2,147; P = 0,05). L'amélioration globale corrélait avec l'amélioration de la QDVS seulement chez les patients souffrant de troubles de l'humeur (r = -0,4; P = 0,005).
Conclusions :
Les principales catégories diagnostiques psychiatriques diffèrent en matière de QDVS et dans l'association entre la QDVS et le traitement. Ces différences peuvent refléter des mécanismes propres à la maladie, comme les symptômes dépressifs dans les troubles de l'humeur, une faible introspection chez les patients psychotiques, l'aggravation de l'anxiété avant le congé chez les patients souffrant de troubles anxieux, et peuvent aider à planifier des interventions thérapeutiques spécifiques.
